EDITORIAL

Sharing the Burden of Involuntary Compulsion
The compulsory psychiatric admission of a patient is always a matter fraught with emotion. The certifying physicians are usually well aware of its seriousness, the relatives may be relieved or outraged according to circumstances, and the patient, by definition, is in a disturbed frame of mind. Since many cases are associated with urgency or emergency, the circumstances are rarely ideal for making a cool clinical judgment: this is not the same saying that the judgment is thereby a poor one.
Nowadays, a vociferous part of public opinion is strongly opposed to non-criminal detention on psychiatric grounds. This sometimes affects the psychiatrist's clinical approach, particularly since the threat of litigation becomes ever more possible. However, even without litigation, the prospect of endless bureaucratic time spent in justifying one's actions may be a deterrent to action, even where indications for compulsory admission are quite clear.
Is Compulsory Admission Really Necessary?
Whether some ideologues like it or not, severe mental illness exists and psychiatric crises not infrequently arise in which there is danger to the patient or those around him. In these circumstances, admission is often necessary whether the patient consents or not, provided that we can accept that short-term loss of liberty is preferable to long-term morbidity or death. It has to be admitted that not all compulsory admissions are conducted with equal skill and examples of this arise when, for example:a) Individual physicians (often not psychiatrists) invoke emergency procedures simply because of disturbed (not necessarily dangerous) behaviours; b) Hospitals, in an attempt to reduce admissions, state that only compulsory admissions will be accepted, which naturally causes their number to rise; c) The patient is not thoroughly enough examined and assessed. Despite these, and other cases which could be cited, I believe the majority of patients who are compulsorily admitted in Canada require this procedure, at the given time and under the given circumstances, but it is often difficult to prove this a few days later when circumstances, and the patient's mental state, have changed. The civil libertarian is rarely present during the crisis, so he or she can safely advocate the cause of individual patients' rights and can condemn compulsory admission altogether. Ifeffective medical intervention in cases of insane behaviour is effectively prevented, I predict that society will suffer, a reaction will eventually set in, and arbitrary incarceration will be re-introduced. In the meantime, 371 many psychiatrists who would be freed from the unpleasant task of certifying disturbed individuals would not want to accept this responsibility again. The result would be a return to detention of mental patients by civil authorities and also a return to the system in which patients and criminals were treated alike.
Should Psychiatry Accept the Total Responsibility for Compulsory Admissions?
As mainstream psychiatry gains effectiveness and acceptance, its opponents tend to concentrate their attentions on somewhat peripheral issues. If one were to judge by the noise and fury, all psychiatric patients are in hospital under duress and the majority under psychosurgery. Of course, the total opposite is the case, but I think there is a danger of psychiatrists becoming demoralized, particularly when they have to follow rules and their opponents do not. Without conceding the rightness of our position, I wonder whether we should not alter the focus of the compulsory admission conflict by admitting that the situation has serious problems, and by demanding that our responsibilities regarding compulsory procedures be shared.
A very acute emergency procedure has to remain in effect, so we cannot duck the case where a solitary physician has to order immediate compulsory admission in a dangerous situation. But where that has to be confirmed or, in the rather less acute case, I believe that we should have the statutorily imposed collaboration of a nonmedical professional in the certification process.
A Proposal
I suggest that a "Patient's Friend" is required for this situation. (Not "Advocate", because that immediately implies an adversarial approach). The Patient's Friend would be an integral part of the decision-making process about compulsory admission and would represent legal and societal, but not clinical, viewpoints.
To set up such a system, psychiatry and the legal profession would need to sit down together and define clearly, and if possible amicably, the characteristics of the various types of psychiatric crisis, and to separate their medical and other aspects. If agreement could be reached, a better system could then be worked out. My own suggestion would be that a federal enactment would require each province to set up a system by which, in addition to ensuring that physicians were always on call for psychiatric emergencies, a rota system of trained Patients' Friends be set up. The Patients' Friend would be required to attend when a compulsory admission was contemplated, or within a very short time thereafter, whatever the time of day or night. In most instances, it would be hoped that an experienced physician and an experienced Patient's Friend would agree on the steps to be taken, but I would give the latter a power of veto if he absolutely disagreed with the physician's proposal. However, this would be on condition that he or she accepted legal responsibility for the possible outcome of that veto.
Who would these Patients' Friends be? My proposal is that recent Law School graduates be considered for this role. They could be trained for the task, their numbers need not be large, they could take this on as a part-time activity, and they could leave the field as their careers developed in other directions. The cost to society need not be huge: in fact, if their presence turns out to be a needed one, they could even be cost-saving if they prevent unnecessary hospital admissions. A side-benefit would, I hope, be the development of a cadre of lay people who truly understand the problems of psychiatric patients and who could take a professional and responsible stance, without necessarily agreeing with the psychiatrist's .viewpoint.
Conclusion
I think that the psychiatrist's present role in the committal procedure is becoming archaic. For many years, we have advocated greater patient freedom and at times we are even castigated for going too far in this. Our day-to-day professional aims are often in conflict with what we have to do when we compulsorily admit a patient, and few of us are skilled in balancing the niceties of law and of public opinion, particularly in the heat of a psychiatric crisis. We cannot walk away from our responsibilities here, but we sorely need to share them.
There is too much happening in psychiatry today that is good, for us to become increasingly bogged down in stalemate arguments and endless litigations. Fundamen-tally, my argument is that we should learn to confine ourselves to the essentially medical aspect of the acute case, and leave the procedural aspect to those who are better at it, and let us each accept responsibility for the appropriate aspect. I expect many psychiatrists to reject this notion, and I am sure that many excellent arguments can be mounted against my suggestions. However, I sometimes wonder whether we don't cling to our present role in the compulsory process because that was one of the few things in the past that made psychiatrists unique. I think some psychiatrists enjoy a little power trip here; if so, I would suggest that we have many other skills nowadays that make us unique and effective.
I am not a forensic psychiatrist and am certainly no expert in this field. But after many years of hospital and University infighting, I think I can recognize a no-win situation when I see one, and I think this is such a situation. Therefore, without conceding that compulsory admissions are of themselves wrong, I propose that we concede that the current process may be inherently wrong in present-day circumstances. Further, we psychiatrists should be the ones to say where that procedure is in difficulties and where and how it could be remedied.
My suggested treatment may not be the right one, but I think my diagnosis of the problem has some merit. The problem arises partly because psychiatry has come out of seclusion and now has to deal with public opinion in an open forum. That is not all bad and, if we could get this problem right by negotiation, I believe this might be a useful model for us in tackling some of our other "image" difficulties.
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